Adding to the growing literature explicating the links between romantic relationships and health, this study examined how both couple-level characteristics, particularly union type (e.g., dating, cohabiting, or marriage) and interracial pairing, and interpersonal characteristics (e.g., partner strain and support), predicted young adults' physical and mental health. Using dyadic data from a sample of 249 young, primarily Black couples, we hypothesized and found support for the importance of couple-level context, partner behavior, and their interaction in predicting health. Interracial couples (all Black/non-Black pairings) reported worse health than monoracial Black couples. Union type, however, did not directly predict health but was a significant moderator of partner strain. That is, the negative association between partner strain and self-reported health was stronger for cohabiting and married couples versus their dating counterparts, suggesting that coresidence, more so than marital status, may be important for understanding partner effects on physical health. For psychological distress, however, partner support proved equally beneficial across union types.
In the past decade, interdisciplinary research has begun to explore the social origins of health across the life course. Much attention has been paid to the health benefits associated with marriage, and, in general, this work has found married people to be healthier than their unmarried counterparts (Liu & Umberson, 2008; Mastekaasa, 1994) . This protective effect, however, appears to be contingent upon marital quality (Donoho, Crimmins, & Seeman, 2013; Umberson, Williams, Powers, Liu, & Needham, 2006) . More recent work has begun to focus on the potential health benefits of intimate relationships other than marriage. Such work, however, tends to lack the attention to relationship characteristics that have proven informative in the marital literature, as the focus has primarily been on health comparisons between people in different relationship statuses (e.g., Musick & Bumpass, 2012) , rather than on processes within and across such statuses that are linked to health. Consequently, we know that relationship strains and supports are important predictors of physical and mental health for the married, but we know little about the extent to which these same strains and supports predict health for those in cohabiting and dating relationships, and, more importantly, if these relationship factors matter differently across union types.
Given the increased prominence of cohabitation, rising age at first marriage, and increased rates of nonmarriage in the United States over the past several decades (Cherlin, 2010) , as well as the continued investment in promoting marriage by the U.S. government (Heath, 2012) , understanding the extent to which relationship stressors and supports affect health similarly or differently in dating, cohabiting, and marital unions is an important undertaking. This task may be ever more relevant in minority populations, given that these demographic trends are even more evident for racial minorities, particularly for Blacks (Chambers & Kravitz, 2011) . In addition to disparities in demographic trends, research consistently finds that Blacks, partly as a consequence of "weathering" persistent exposure to discrimination and minority stress (Geronimus, Hicken, Keene, & Bound, 2006) , have worse health than other racial groups in the United States (Williams, 2012) . Such inequalities underscore the importance of investigating the potential effects of supports and stressors within various types of Black romantic relationships.
The present study utilizes a sample of young couples, all of which contain at least one Black partner, to examine how both relationship strain (partner hostility) and support (partner warmth) are associated with physical and mental health across multiple union types. In doing so, it builds on and expands past research in several ways. Like past work, we attend to multiple dimensions of relationships as well as multiple dimensions of health. Unlike most past research, however, our data permit us to distinguish between couple, actor, and partner effects on health, thus allowing us to assess more precisely the "truly relational" (Kenny, Kashy, & Cook, 2006, p. 147) character of young adults' health. For instance, the "marriage benefit" posited to date is essentially a dyad-level effect but has not been studied as such. Likewise, as indicated above, Blacks report worse health than members of other racial groups, but emerging research suggests that couple-level racial context (i.e., interracial pairing) also matters for health (e.g., Bratter & Eschbach, 2006) . Hence, our data allow us not only to explore these contextual effects but also to place the effect of partner support and strain within this couple-level context.
A second contribution of the current study, then, is that it not only assesses couple-and individual-level effects at their proper level of analysis but also explores the potential cross-level interactions between couple-level context and individual actor and partner effects. Although there is some evidence suggesting that different union types may entail differing degrees of interdependence between partners (Saxbe & Repetti, 2010) , it is unclear the extent to which this is the case. The use of dyadic data allows us to test differences in this interdependence by attending to the ways in which partner effects may vary across relationship statuses.
Couple Context and Health: Union Type and Interracial Pairings
There has been an ongoing debate among family and health scholars regarding the health benefits of marriage. In general, research has found that married people tend to be healthier than their unmarried counterparts on several measures, including mortality (Rendall, Weden, Favreault, & Waldron, 2011) , psychological distress (Mastekaasa, 1994) , self-rated health, and physical disabilities (Schoenborn, 2004) . As several scholars (e.g., Carr & Springer, 2010) have pointed out, however, our understanding of this "marriage benefit" has been muddied in the past decade.
Work by Liu and Umberson (2008) provided evidence that the marriage benefit is dependent on sociohistorical context, in that the self-reported health gap between married and never-married individuals has closed over time, particularly for men. Others have pointed to the heterogeneity among never-married individuals and have asked to what extent the health benefits of marriage might also extend to nonmarital cohabitation. For instance, Liu and Reczek (2012) recently reported that, among Whites in the United States, married respondents had a lower mortality risk compared with their cohabiting counterparts. Alternatively, using a Danish sample, Drefahl (2012) found that, when education and other selective factors were considered, married and cohabiting men did not differ on mortality risk. In fact, at high levels of education, cohabitation resulted in reduced mortality risk for men. Likewise, using fixed effects models, Musick and Bumpass (2012) found that married persons did report better health than cohabitors, but the opposite pattern was found for happiness and self-esteem outcomes.
Much of this research on the marriage benefit has been limited by its heavy focus on White and relatively older samples. This emphasis is problematic not only because older samples provide little insight into the development and origins of health problems but also because it precludes in-depth analyses on populations for whom nonmarital relationship statuses, rather than marriage, predominate. For instance, roughly three fourths of American men and two thirds of American women aged 20 to 29 have never been married (Kreider & Ellis, 2011) . Marriage is even less common among Blacks, and particularly among Black young adults, as the median age at first marriage for Blacks is 30.8 for men and 30.3 for women compared with 28.3 and 26.4 for White men and women, respectively (Payne, 2012) . Correspondingly, cohabitation is now the most common form of first union and the normative route to marriage (Bumpass & Lu, 2000) . Further, some evidence suggests that the role of cohabitation relative to marriage may differ for Blacks and Whites, in that cohabitation may be more of an alternative to marriage for Blacks than it is for Whites (Chambers & Kravitz, 2011) . These data suggest that the portrait of marriage and health painted thus far in the literature may not be applicable to recent cohorts of young people, especially young Blacks.
In fact, research that focuses specifically on young adults has tended to find few differences in relationship quality by union type (e.g., Kamp Dush & Amato, 2005) , and few differences between cohabiting and married partners on indicators of health (e.g., Uecker, 2012) . Further, some work that examines race differences in the marriage benefit finds that marriage and cohabitation do not differentially predict mortality for Blacks as they do for Whites (Liu & Reczek, 2012) . Such findings may reflect the normality of cohabitation in relation to marriage among both young people and Blacks, as much research suggests that differences between cohabitation and marriage (in both their character and their association with well-being) are less striking in contexts in which cohabitation is more normative (e.g., Lee & Ono, 2012) .
Emerging research suggests, however, that another couple-level factor-interracial pairing-may prove particularly predictive of health. Although interracial marriages have increased over the past several decades, interracial unions with Blacks continue to be less common and more stigmatized than those between non-Blacks (Burton, Bonilla-Silva, Ray, Buckelew, & Freeman, 2010) . BlackWhite interracial couples have been shown to receive less social support than their monoracial counterparts (Chito Childs, 2005) , and as Onwuachi-Willig and Willig-Onwuachi (2009) argue, monoracial heterosexual couples enjoy social and legal privileges that interracial couples often do not. In fact, they assert that certain privileges that people enjoy outside of the context of intimate relationships (e.g., gender or race privileges) may disappear in the context of an interracial romantic pairing, and that partners of an interracial couple may face unique stressors, like the "daily microaggression of having [their] status as a family assumed away" (p. 240). In light of such stressors, researchers have found that interracial marriages are at a higher risk for divorce than monoracial marriages (Bratter & King, 2008) , and that members of interracial couples, particularly those involving a Black partner, report more psychological distress (Bratter & Eschbach, 2006; Kroeger & Williams, 2011) .
There is mixed evidence concerning the extent to which such patterns are a result of lower relationship quality in interracial couples. Kroeger and Williams (2011) found, for instance, that young adults who are involved in interracial relationships with Black partners reported lower relationship satisfaction than those involved with non-Black partners, and that these differences in relationship satisfaction partially explained the association between interracial coupling and psychological distress. In contrast, Troy, Lewis-Smith, and Laurenceau (2006) found that partners in interracial unions actually reported greater relationship satisfaction and no more conflict than those in monoracial unions. Hence, it is unclear whether the interracial pairing effect may be accounted for by the stressors and supports inherent in interracial relationships. We now turn to a discussion of these stressors and supports and of their implications for health.
Relationship Strain, Relationship Support, and Health
Perhaps the most robust complication of the marriage benefit literature to date has come from research highlighting the important role of relationship quality in understanding the effects of romantic relationships on health. This work follows from the stress/social support hypothesis (Burman & Margolin, 1992) , which views intimate relationships not only as a likely source of support but also as a possible stressor. Using a variety of health outcomes, research operating from this perspective has consistently shown that marital supports and stressors not only help to explain health differentials among married individuals but also help to condition the marriage benefit. For instance, marital supports and stressors have been associated with metabolic syndrome (Whisman, Uebelacker, & Settles, 2010) , blood pressure (HoltLunstad, Birmingham, & Jones, 2008) , self-reported health (Umberson et al., 2006) , and psychological distress (Whisman & Kaiser, 2008) . As for conditioning the marriage benefit, several studies have suggested that "being married is not advantageous if the marriage is of poor quality" (Holt-Lunstad et al., 2008, p. 242) . Work on nonmarital relationships also suggests that the supports, particularly wanted supports (Maisel & Gable, 2009) , and stressors within these unions have positive and negative health implications, respectively, although most of this work has focused only on mental health (e.g., Simon & Barrett, 2010) . Taken together, this work suggests that a stressful relationship, no matter its form, should be negatively linked to health, and a supportive relationship should be positively linked to health.
Mechanisms Linking Relationship Support and Strain to Health
Based largely on research among married couples, three physiological pathways-cardiovascular function, endocrine function, and immune function (Robles & Kiecolt-Glaser, 2003 )-linking the supports and stressors within romantic relationships to health have been identified. The latter pathway, however, has been gaining prominence among family researchers, as inflammatory biomarkers involved in immune system dysregulation have been implicated in the development of many chronic diseases, and have been linked to relationship supports and stressors in both correlational and experimental studies (Donoho et al., 2013; KiecoltGlaser, Gouin, & Hantsoo, 2010; Whisman & Sbarra, 2012) . Importantly, recent research suggests that inflammation is strongly implicated in people's global assessments of their own health (Christian et al., 2011) and in depressive symptomatology (Howren, Lamkin, & Suls, 2009 ), the two dimensions of health attended to in the current study.
Such physiological processes imply a direct effect of partner support and strain on health. It is possible, however, that partner support and strain may be linked to health more indirectly through relationship satisfaction (South & Krueger, 2013; Whitton & Whisman, 2010) . Although this indirect pathway may not be wholly distinct from physiological processes, it suggests that one avenue linking a partner support and strain to health is through one's own cognitive appraisal of the relationship. We attend to this possibility by exploring the ways in which relationship satisfaction may help to attenuate the effects of partner support and strain.
Gender, Romantic Relationships, and Health
There is much debate within the literature concerning the degree to which both romantic relationship status and quality are differentially associated with health for men and women (Simon, 2002) . In recent work, there is mixed evidence on the potentially gendered effects of relationship supports and stressors on health. For instance, Umberson et al. (2006) found that marital quality affected men's and women's health in similar ways over the life course. On the other hand, both Whisman and Sbarra (2012) and Donoho et al. (2013) reported marital support to be linked to markers of inflammation in women but not men, whereas Whisman et al. (2010) found similar gendered effects when examining the link between marital distress and metabolic syndrome. Like most relationship research, much of the work exploring gender differences has focused on White married samples.
Limitations of Past Research
Although the literature cited thus far has certainly provided a more nuanced understanding of when, how, and for whom relationships affect health, this work has been limited in several regards. First, because studies rarely contain individuals in multiple relationship statuses, and measures of relationship stressors and supports across these different statuses, we are often comparing relationships based simply on union type, or are restricted to making relatively simple comparisons by relationship quality (e.g., high-or low-quality marriage vs. no marriage; for an exception, see Kamp Dush & Amato, 2005) . This lack of data has prevented researchers from examining whether the relationship factors that predict health among the married also predict health among those in nonmarital relationships and the extent to which they do so to similar degrees. Further, given evidence that relationship status may be confounded with relationship quality, the lack of attention to quality across multiple relationship statuses may have led us to overestimate union type effects.
A second limitation of existing work is its lack of couple-level or dyadic analyses, particularly among young people and persons across multiple relationship statuses. As a consequence of this data restriction, most of the effects examined to date have primarily been of a particular type-that of actor effects, or the effect of one's own report of the situation on one's own outcomes (Kenny et al., 2006) . Not only is a reliance on this method plagued by shared method variance, but it prevents us from examining partners' influences on one another, or partner effects, and from distinguishing these individual-level effects from the contextual influence of the couple. Such distinctions not only allow for proper contextualization of actor and partner effects but also allow for an examination of the extent to which the couple-level context may condition such effects. These potential cross-level interactions become particularly relevant to the current research in light of recent findings by Saxbe and Repetti (2010) showing that the coregulation of partners' affect and cortisol levels was "fueled by time spent in shared environments" (p. 100). This work suggests that couples who live together and presumably spend more time together in shared living spaces may be more influenced by their partners than those not living together. Such differential partner effects, however, cannot be adequately assessed with data from only one member of a couple.
Current Study
In light of these limitations of past work, the current study utilizes a sample of young Black couples to address four goals: (a) to examine how couple-level context, particularly union type and interracial pairing, is associated with both physical and mental health; (b) to assess how individual-level relationship support (partner warmth) and strain (partner hostility), embedded within their proper relational context, are linked to health; (c) to evaluate the extent to which these partner effects differ in their association with health by union type; and (d) to explore the extent to which relationship satisfaction helps to mitigate the link between partner support/strain and health.
Related to our first research goal regarding the couple-context of relationships, given the inconsistent evidence regarding relationship status differences in health, particularly for young and Black samples, we do not expect union type to exert a direct influence on health. Consistent with past work on the external stressors faced by interracial couples, however, we do expect that such couples will report lower levels of self-reported health and greater levels of psychological distress than their monoracial counterparts (Hypothesis 1). If this couple-level effect, however, is largely attributable to the stressors and (lack of) supports internal to these interracial relationships, it should be largely attenuated when such stressors and supports are taken into consideration. Within the couple-level context of union type and interracial pairing, we anticipate that, consistent with the stress/social support hypothesis, partner warmth will be positively, and partner hostility will be negatively, associated with health (Hypothesis 2). Given the theoretically increased interdependence of partners sharing living space, however, we also expect these partner effects will be stronger among cohabiting and married couples than among their dating counterparts (Hypothesis 3). Finally, we posit that relationship satisfaction will be positively associated with health and may help to explain the links between partner support/strain and health (Hypothesis 4). Given the mixed evidence suggesting that men and women may respond to relationship supports and stressors differently, we also test the extent to which gender moderates the links between partner support/strain and health but do not hypothesize any specific gendered patterns.
Method
To test our hypotheses, we utilized the most recent wave of data from the Family and Community Health Study (FACHS), an ongoing research project aimed at understanding the social, psychological, and contextual risk and protective factors associated with the health and well-being of Black youth and their families (see Simons et al., 2002 for a detailed description of the sampling procedure). In 1997, a total of 889 Black families from Iowa and Georgia 1 participated in the first wave of data collection. Each family had a child who was in the fifth grade in the public school system at this time, and follow-up interviews with these children and their families were conducted every 2 to 3 years thereafter.
A total of 699 target youth (78.63% of original sample) completed surveys at Wave VI, the most recent wave, in 2010 and 2011. At this time, the romantic partners of those targets who were involved in a romantic relationship were invited to participate in the study. In total, 307 respondents (43.69% of the total Wave VI sample, or 78.32% of those involved in a romantic relationship) had partners participate in the study. There was little evidence of selection bias when comparing those respondents who had participating romantic partners to those whose partners did not participate. For instance, these groups did not differ significantly with regard to age, education, work status, school status, income, relationship commitment, relationship satisfaction, religious involvement, and self-reported health. Those with participating romantic partners, however, were more likely to have a child together than those whose romantic partner did not participate. There was also little evidence of selective attrition across the study waves, as those who participated in Wave VI did not differ from their nonparticipating counterparts on educational aspirations and expectations, household income, family structure, or parental hostility at Wave I. Respondents were, however, slightly more likely to be female at Wave VI than at Wave I.
In the current study, same-sex couples (n ϭ 5, or 1.63% of all couples) were dropped from the sample. Further, 23 couples who responded that they were dating one person on a regular basis but were "still free to see other people" were excluded from the analyses, given our interest in committed dating, cohabiting, and married relationships. An additional 30 couples (9.77%) were excluded for one or both partner's incomplete data on the key variables of interest. The present study, then, focused upon the subset of respondents who were involved in a committed romantic relationship with a different-sex partner and who provided complete data. The final sample consisted of 498 individuals, or 249 dyads. Importantly, as indicated, although the original FACHS data were restricted to Black targets, the romantic partners of these targets were not required to be Black in order to participate in the study. Hence, all couples in the sample were comprised of at least one Black partner, but the vast majority (76%) was comprised of two.
Dependent Variables
Self-reported health. For both members of the dyad, selfreported health was assessed via one item that asked respondents how they would describe their health "right now." Potential responses included 1 ϭ not very good to 5 ϭ excellent. Because only 18 respondents (3.61%) reported their health as "not very good," this response was combined with response category 2 (fair health), resulting in a four-category, ordered variable.
It is important to note that this single-item, self-reported measure of health has been shown to be a robust indicator of chronic inflammation, indicated by the presence of serum proinflammatory cytokines, particularly interleukin (IL)-6 and C-reactive protein (CRP). Christian et al. (2011) showed that associations between self-reported health and both IL-6 and CRP were robust even to statistical controls for perceived change in health, body mass index (BMI), diagnosed health conditions, depressive symptoms, and health behaviors and were not diminished by any particular facet of health (e.g., bodily pain or disability). The authors conclude that global self-assessments of health "provide important clinical information regarding inflammatory status, beyond traditional objective risk factors, even among generally healthy individuals" (p. 1496). Hence, although the single-item, self-reported measure of health used here lacks multidimensionality, it is a robust indicator of physical health and, hence, mortality (Idler & Benyamini, 1997) .
Psychological distress. For both members of the dyad, psychological distress was assessed with a nine-item index based on the items found in the University of Michigan Composite Diagnostic Interview (Kessler et al., 1994) . Respondents were asked to report whether or not they experienced several symptoms of depression (e.g., "felt sad, empty, or depressed most of the day" and "lost interest in things") for at least a 2-week period in the past year. Responses ranged from 0 ϭ no to 1 ϭ yes. All respondents were asked all nine items, and items were summed to create a measure of psychological distress for each relationship partner (␣ ϭ .84).
Primary Independent Variables
Prior to discussing relationship support and strain, two dyadlevel predictors, union type and interracial couple, are relevant to the current hypotheses. Target report of current union type was used to distinguish those couples who were married, cohabiting (living together with or without plans to marry), and dating (in a committed relationship but not living together). Given that the initial FACHS sample contained only Black youth, interracial couples were identified by asking the targets' romantic partners which racial group they considered themselves to be a member of. Dyads in which the romantic partner identified as something other than Black or African American were coded "1" for being an interracial couple. Hence, all interracial couples contain one Black partner and one non-Black partner. The remaining predictors of interest concern those individual-level factors internal to the relationship: relational hostility, warmth, and satisfaction.
Hostility. Both partners of the dyad were asked five questions concerning the degree to which their partner displayed hostile behaviors (e.g., criticized or insulted) toward them during the past month, and five questions concerning the degree to which they displayed these same behaviors toward their partner. Such questions were drawn from the Revised Conflict Tactics Scale (Straus, Hamby, Boney-McCoy, & Sugarman, 1996) . Responses ranged from 1 ϭ never to 7 ϭ always. In total, four measures of hostility were created; these included respondents' report of their own behavior, respondents' report of their partners' behavior, partners' report of respondents' behavior, and partners' report of their own behavior. To gain the least biased assessment of each partner's hostile behavior, to lesson bias caused by shared method variance, and to reduce multicollinearity in the models, a final measure of respondent (actor) hostility was created by summing the actor report of his or her own hostile behavior with the partner report of the actor's hostile behavior. Likewise, a final measure of partner hostility was created by summing the partner report of his or her own hostile behavior and the actor report of the partner's hostile behavior. In other words, given no third-party observations, each partner's behavior was a compilation of self-and partner perceptions (␣ ranged from .71 to .73).
Warmth. Both partners of the dyad were asked three questions concerning the degree to which their partner displayed warm and supportive behaviors (e.g., helped do something important or showed affection) toward them during the past month, and three questions concerning the degree to which they displayed these same behaviors toward their partner (Surjadi, Lorenz, Wickrama, & Conger, 2011) . Responses ranged from 1 ϭ never to 7 ϭ always. Actor and partner reports of their own and their partner's warm behaviors were combined in the same way as with the hostility items such that each partner's behavior was a combination of self-and partner perceptions (␣ ranged from .82 to .83).
Satisfaction. For both partners, relationship satisfaction was assessed via two questions, one asking how "happy" (1 ϭ extremely unhappy to 6 ϭ extremely happy) and the other asking how "satisfied" (1 ϭ not at all satisfied to 5 ϭ completely satisfied) respondents were with their relationship. Because there were different metrics for each item, responses were standardized and then summed to form an index of relationship satisfaction (␣ ϭ .71) for each partner.
Moderating and control variables. It was necessary to include statistical covariates that have been linked to either health or relationship quality in past research in order to help mitigate the risk of spuriousness in the associations of interest. Gender, which was self-reported by dyad members is controlled in all models and also serves as a potential moderating variable. At the dyad level, controls included whether or not the romantic partners shared a child (1 ϭ yes) and the length of the relationship (measured in years). At the individual level, demographic controls included highest level of education (in years); current school status (1 ϭ currently enrolled in school), given that many respondents had not yet finished their education; age (in years); and work status (1 ϭ employed). Further, objective and behavioral indicators of health were controlled. These controls included BMI, calculated using respondents' self-reported weight and height; insurance status (1 ϭ respondent lacks health insurance); and frequency of vigorous exercise (measured in number of days in the last week).
Plan of Analysis
As previously mentioned, a major limitation of much relationship and health research to date has been its focus on the individual as the unit of analysis and, hence, its tendency to focus on actor effects, or the association between one's own characteristics and one's own health outcomes. Although such analyses are insightful, they often do not take seriously the fact that "humans exist within relationships and are therefore reactive and responsive to inputs from friends, partners, and children" (Saxbe & Repetti, 2010:92) . In other words, focusing on the individual as the unit of analysis fails to consider the possibility that each person's outcome is affected not only by his or her own characteristics (actor effects) but also by the relationship context (dyad-level effects) and the characteristics of the romantic partner (partner or transactional effects). To the extent to which dyad and partner effects have been considered in the literature, they have typically been examined with individual-level data and, hence, have not accounted for the interdependence between romantic partners. In order to overcome these limitations, we utilized the Actor-Partner Interdependence Model (APIM; Kenny et al., 2006) .
Given the large number of control variables and the absence of latent constructs from the analyses, a multilevel modeling approach for dyadic data analysis was used via HLM version 6.0 (Raudenbush & Bryk, 2002) . The present data, like all dyadic data, have a hierarchical structure of individuals nested within couples. For self-reported health, a four-category, ordered-dependentvariable, ordinal hierarchical generalized linear modeling (HGLM) was used. The ordinal HGLM model provides the log-odds of being in the lowest category on the dependent variable. Hence, for the regression analyses, the dependent variable of self-reported health was reverse-coded such that the log-odds presented are predictive of better health. For psychological distress, an overdispersed count variable, a negative binomial HGLM was used. Such a model predicts the log of the event rate. For easier interpretation of results, the coefficients for both the ordinal and negative binomial HGLMs were exponentiated, thereby transforming them into odds ratios and event rate ratios, respectively. For each model, the intercept was allowed to vary randomly across couples. In addition, all continuous predictors were centered at the grand mean.
The analyses proceeded in several steps. First, we explored the unconditional or baseline HGLMs, which provided us with the average physical and mental health of the sample. We then moved on to the conditional models. For each outcome, we began with a model consisting of all dyad-level predictors and individual-level control variables. This model was followed by two models that examined the associations of actor and partner hostility and warmth on health. Following an assessment of these direct associations, cross-level interaction terms between relationship factors and union type were considered. Finally, we tested the effect of relationship satisfaction and the role that it may play in mitigating the partner effects of interest. Table 1 provides the means and standard deviations for all variables used in the study. Because of space limitations, we do not discuss these descriptive statistics here. Prior to examining the hypothesized predictors of self-reported health, three preliminary analyses are worth noting, however. First, given that we were interested in understanding the extent to which union type may condition the associations between partner supports/strains and health, it was important to identify if and how partner support/ strain may vary by union type. Analyses of variance suggested that warmth (F ϭ .42, p Ͼ .10), hostility (F ϭ .44, p Ͼ .10), and relationship satisfaction (F ϭ 2.00, p Ͼ .10) did not differ significantly by union type. Also of interest are the results of the unconditional HGLMs (not shown). For self-reported health, this empty model indicated that the mean log-odds of reporting "excellent" health versus the other health categories was Ϫ1.82, which translates into an odds ratio of . 16 (exp[Ϫ1.82] ) and a probability of .14 (1/[1 ϩ exp Ϫ (Ϫ1.82)]). On average, then, respondents had only a 14% probability of reporting "excellent" health. The unconditional model for psychological distress indicated that the mean number of depressive symptoms was 1.69. As indicated by a significant random effect for each outcome (selfreported health, 0 ϭ 0.48, 2 ϭ 321.74, p Ͻ .01; psychological distress, 0 ϭ 0.25, 2 ϭ 341.73, p Ͻ .001), there was significant between-couple variation, or partner dependence, for each out- come. Confirming this interdependence, actor and partner selfreported health (r ϭ .13, p Ͻ .01), and actor and partner psychological distress (r ϭ .07, p Ͻ .10), were positively correlated.
Results

Descriptive Statistics and Unconditional Model
Conditional Ordinal HGLM Results
Tables 2 and 3 present the conditional ordinal HGLM results for self-reported health and psychological distress, respectively. Relevant to the study research questions, Model 1 shows that only one of the dyad-level variables-interracial couple-was significantly associated with both self-reported health and psychological distress. More specifically, compared with those in monoracial Black relationships, the odd of reporting better health were roughly 49% lower (e b ϭ .508, p Ͻ .01) for partners in interracial (Black/non-Black) couples. Likewise, the expected number of symptoms of psychological distress for interracial couples was about 1.59 times that of their monoracial counterparts. These findings support Hypothesis 1. Importantly, the strength of these associations was not attenuated in the later models that take into consideration relational hostility, warmth, and satisfaction. As expected, there were no significant differences in levels of health for those in cohabiting and marital unions versus those in dating unions.
Model 2 of each table considers the association between both actor and partner hostility and health. Although actor hostility was significantly associated with both self-reported health (e b ϭ .875, p Ͻ .05) and psychological distress (e b ϭ 1.152, p Ͻ .001), partner hostility was significant only in predicting self-reported health (e b ϭ .851, p Ͻ .05). These results provide partial support for Hypothesis 2. Holding all else constant in the model, including actor hostility, a one-unit increase in partner hostility was associ- ated with roughly a 15% decrease in the odds of reporting "excellent" health. Gender ϫ Hostility interaction terms (not shown) revealed that neither the actor nor partner effect for hostility varied significantly by gender. Model 3 of each table considers the associations between actor and partner warmth and health. Surprisingly, actor warmth was marginally significant in predicting greater psychological distress (e b ϭ 1.09, p Ͻ .10), and was positively, but not significantly, associated with better self-reported health (e b ϭ 1.067, p Ͼ .10). Consistent with Hypothesis 2, partner warmth was significantly predictive of psychological distress (e b ϭ .906, p Ͻ .05), such that a one-unit increase in partner warmth predicted a 10% decrease in the expected count of depressive symptoms. As with hostility, the Gender ϫ Warmth interaction terms (not shown) revealed that neither the actor nor partner effect for warmth varied by gender. These findings support Hypothesis 2, but indicate that partner support and strain are differentially linked to physical and mental health.
Model 4 in each table tests Hypothesis 3 by introducing the crosslevel interactions between relationship support and stress and union type. For self-reported health, the association between partner hostility and health was indeed conditioned by union type. As predicted, the negative association between partner hostility and self-reported health was exacerbated for married and cohabiting couples versus their dating counterparts. This cross-level interaction can be seen in Panel A of Figure 1 . Post hoc tests revealed that the slope for partner hostility did not significantly differ between cohabiting and married couples. Interestingly, although not hypothesized, actor effects predicting self-reported health also varied by union type. For instance, the negative association between actor hostility and self-reported health was diminished among married couples relative to their dating counterparts. For psychological distress, however, Hypothesis 3 was not supported, in that neither actor nor partner effects of warmth or hostility significantly differed by union type. Hence, the direct association between partner warmth and psychological distress found in Model 3 of Table 3 is graphed in Panel B of Figure 1 .
Model 5 of each table tests our final hypothesis regarding the role that relationship satisfaction might play in predicting health. As expected, actor satisfaction was significantly associated with both self-reported health (e b ϭ 1.357, p Ͻ .001) and psychological distress (e b ϭ .931, p Ͻ .05.) 2 A one-unit increase in relationship satisfaction predicted a 36% increase in the odds of reporting "excellent" health and roughly a 7% decline in the expected count of depressive symptoms. These associations were similar across union type and did not vary by gender (gender interactions and cross-level interactions for psychological distress are not shown). Further, consistent with Hypothesis 4, adding relationship satisfaction to the model attenuated the association between partner warmth and psychological distress to nonsignificance. Although the cross-sectional data utilized here make it difficult to establish causal priority, post hoc mediation tests revealed that relationship satisfaction mediated roughly 28% of the partner warmth association with psychological distress (Kenny, Korchmaros, & Bolger, 2003) . Table 3 .
Discussion
Much of the research on relationships and health to date has focused on understanding how and why marriage, particularly a high-quality marriage, impacts health. In the present study, we expanded this line of inquiry using dyadic data to explore how both the couple-level context and individual strains and stressors within romantic relationships were associated with young adults' mental and physical health. We also considered the potential interplay between these two levels of analysis by assessing the degree to which relationship strain/support were differentially associated with health across different union types. In doing so, we found couple-level context, individual-level experiences, and their interaction to be important predictors of health.
As hypothesized, we found that interracial couples reported worse health than their monoracial Black counterparts. Given generally poorer health among Black individuals, this couple-level effect indicating that Black/Black couples actually report better health than Black/non-Black couples highlights the importance of couple-level racial context and is consistent with mounting evidence suggesting that partners in interracial relationships, particularly with a Black partner, face unique stressors that ultimately prove detrimental to health. Importantly, these stressors seem to be external to the romantic relationship, as the negative association of interracial pairing with health was not mitigated by a consideration of relationship hostility, warmth, and satisfaction. Given that all of our interracial couples were Black/non-Black pairings and all of our monoracial couples were Black/Black pairings, however, future research must continue to explore these issues with more complexity.
Unlike the hypothesized interracial pairing effect, we found that union type had no direct association with health. This null finding is consistent with a growing literature suggesting the blurring of lines between cohabitation and marriage, particularly for Blacks. Not only did cohabiters and married relationships not differ from one another in either the average health status of their members or several relationship quality indicators, they also did not differ from their dating counterparts. This may be attributable to the relatively young age of our couples, as recent research has shown that the "marriage benefit" is less applicable to those who marry when it is nonnormative in the life course (Uecker, 2012) . It may also be due, however, to the fact that the dating couples in the FACHS sample tended to be in relatively long-term relationships (an average of 3.12 years), and hence approximated the characteristics of cohabiting and married couples, with the exception of coresidence.
The lack of direct union type effects does not mean that union type did not matter at all, however, as it helped to condition the effect of partner hostility on self-reported health. That is, partner hostility was more strongly associated with reduced health among both married and cohabiting respondents, relative to their dating counterparts. These findings support the continued insistence among scholars that it is difficult to understand health benefits of romantic relationships without understanding the internal characteristics of such relationships. Both married and cohabiting partners reported better health than their dating counterparts when partner hostility was low, but reported worse health than their dating counterparts when partner hostility was high (see Panel B of Figure 1 ). It appears, then, that the negative health implications of having a hostile partner may be exacerbated when that partner is a marital or cohabiting partner versus a dating partner. This was not the case for partner warmth, however, as it proved equally beneficial for health, particularly mental health, across union types.
In no case did partner effects differ significantly between those in married and cohabiting unions. Such findings are consistent with the notion that, although seemingly not necessary for partner interdependence, a shared living environment may help to enhance this interdependence. Scanzoni, Polonko, Teachman, and Thompson (1989) predicted such findings over two decades ago when they stated that "residence/degree of physical proximity is actually becoming more significant than is legal [marital] status in terms of understanding and intervening in close relationships" (p. 121). Further exploration into this possibility will allow for a better understanding of the processes through which romantic relationships affect health, and will also allow for a more complex understanding of what enhances or diminishes interdependence between romantic partners.
Importantly, in the current sample, relationship satisfaction was similarly associated with both mental and physical health across union types and mediated the effect of partner warmth on psychological distress. The association between partner hostility and self-reported health, however, maintained significance even when controlling for relationship satisfaction. Such findings point to the necessity of examining both multiple indicators of relationship quality and multiple indicators of health. Doing so will allow for a more nuanced understanding of the extent to which the relationship factors and processes predicting mental and physical health differ.
This study's findings should be interpreted in light of several limitations. Most importantly, the present sample included primarily Black couples and was limited in regional variation. Future work should consider these associations with more generalizable samples. Second, the FACHS data lack measures of family and economic background for romantic partners; thus, this study was unable to control for factors like parents' marital history or socioeconomic status. It is possible that such family background characteristics serve as "fundamental causes" (Phelan, Link, & Tehranifar, 2010 ) of disadvantage across the life course, making the association between relationship quality and health spurious. Our inclusion of respondents' own educational attainment, work status, and access to health insurance as controls, however, makes the possibility of complete spuriousness less likely. Third, although self-reported health has proven to be a good indicator of inflammation and a robust predictor of mortality, biomarker data could provide more direct, objective, and multidimensional assessments of physical health. Fourth, recent research has pointed out that the benefits of received support from a partner depend on the extent to which that support is responsive to the recipient's needs (e.g., Maisel & Gable, 2009 ). The current study could not assess this dimension of support, but doing so in future work may help refine the associations found here. Fifth, our cross-sectional data could not parse out true causal effects, and the associations found here should be further examined with longitudinal data. Finally, given that measures of health and relationship characteristics were all self-reported by relational partners, future work might reduce same-reporter bias in the associations found here by using thirdparty observations reports.
Despite these limitations, the current study was one of the few that contains dyadic data from relational partners across dating, cohabiting, and married relationships as well as extensive measures of the character of such relationships, allowing us to test new hypotheses that have both theoretical and practical implications. The current work suggests that individual differences in both self-reported health and psychological distress are evident among young people and are affected by relational experiences during the transition to adulthood, long before many chronic diseases become diagnosable. Hence, national attention and resources oriented toward promoting marriage (Heath, 2012) might be better oriented toward enabling high-quality intimate relationships in general, for it is clear that the character of relationships outside of and/or prior to marriage are important for both mental and physical health. Given the many barriers to high-quality marriages among Blacks (Chambers & Kravitz, 2011) , calling attention to and building upon the strengths of romantic relationships, no matter their form, may be particularly important for this group of young people.
